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RICHARD M, ARMSTRONG, DIRECTCR BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.C. Box 83720

Boise, idahio 83720-0036
PHONE: (208) 334-6626
FAX: (208) 364-1888

E-mail; fsb@idhwstate.id.us

February 25, 2009

Teresa Carpenter

Preferred Community Homes Courtyard
615 Second Avenue West

Wendell, ID 83355

RE: Preferred Community Homes - Courtyard, Provider #13G057
Dear Ms. Carpenter:

This is to advise you of the findings of the Complaint Survey of Preferred Community Homes -
Courtyard, which was conducted on February 5, 2009.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the right
side of each sheet, please provide a Plan of Correction. It is important that your Plan of Correction
address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will
be, or has been, corrected. Do not address the specific examples. Your plan
must describe how you will ensure correction for all individuals potentially
impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the
system to ensure compliance is achieved and maintained. This is to include how
the monitoring will be done and at what frequency the person or discipline will
do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.



Teresa Carpenter
February 25, 2009
Page 2 of 2

42 CFR 488.28 states ordinarily a provider is expected to take the steps needed to achieve compliance
within 60 days of being notified of the deficiencies. Please keep this in mind when preparing your plan
of correction. For corrective actions which require construction, competitive bidding, or other issues
beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
March 10, 2009, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution process.
To be given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2007-02. Informational Letter #2007-02 can also be
found on the Internet at:

http:/fwww.healthandwelfare.idaho.gov/site/3633/default.aspx

This request must be received by March 10, 2009. If a request for informal dispute resolution is
received after March 10, 2009, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call this
office at (208) 334-6626.

Sincerely, / /
SHERRI CASE NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

SC/mlw

Enclosures
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" DEPARTMENT OF HEALTH AND HUMAN SERVICES T ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08938.0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; COMFLETED
A BUILDING
C
| 13G057 B WiNG 02/05/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 2IP CODE
615 SECOND AVENUE WEST
PREFER 0 H -
RED COMMUNITY HOMES . COURTYARD | WENDELL, ID 83258
(X4) I SUMMARY STATEMENT OF DEFICISNCIES D PROVIDER'S PLAN OF GORRECTION 5y
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION TAG cnos&a&mnsgggg ;g.; g{j}s AFPROPRIATE DATE
W 000 | INITIAL COMMENTS W 000
The following deficiencies were cited during the
complaint sugrvey, 9 W 000 INITIAL COMMENTS
The surveyors conducting the survey were: “Preparation ar}d hnplementatior% of this
Sherr Case, LSW, OMRF, Teat Leader plan of correction does not constitute
Matthew Hauser, QMRP admission or agreement by Courtyard
with the facts, findings or other
Common abbreviations used in this report are: statements as alleged by the state
IPP - Individual Program Plan agency dated February 5, 2009.
QMRP - Qualified Mental Retardation - Submission of this plan of correction is
- | Professional . required by law and does not evidence
W 148 | 483.420(c)(6) COMMUNICATION WITH W 148 the truth of any or some of the findings

| CLIENTS, PARENTS & as stated by the survey agency.
Courtyard — Preferred Community -

| The facility must notify promptly the clients - Homes, specifically reserves the right to

parents or guardian of any significant incidents, or - ‘move to strike or exclude this document
changes in the client's condition including, but not as evidence in any civil, criminal or
limited to, serious iliness, accident, death, abuse, administrative action.”
or unauthorized absence. o
W 148 483.420(C)(6)

) : COMMUNICATION
This STANDARD is not met as evidencad by: WITH CLIENTS, PARENTS &
Based on record review and staff interview, it was
determined the facility falled to ensure significant All “Parent Notification List” will
events were promptly reperted o the parents be reviewed and filed in a Parent

and/or guardiane for 2 of 3 individuals (Individuals
#1 and #3) reviewed who were involved in an
abuse investigation. This resulted in the potential
lack of advosacy for individuals by
parents/guardian. The findings include:

Notification binder, they will be
reviewed, when ever there is a
complaint or I&A report filed. Parents
will be notified immediately according
to there Hst. The RSC will double
check all investigations and I & A's
immediately to ensure that the
deficient will not recur.

1. Individual #1 was & 10 year old male
diagnosed with profound mental retardation.

The "Parent Notification List" signed by Individual

#1's guardian, undated, documented the guardian To be completed by the Administrator,
wanted to be notified immediately (day or night) & RSC by 03/09/09.
. | reparding any investigation Involving Individual
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE ) TITLE (K8 DATE

g Admir— Hlueloa

] 1
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution ey be excused from corracting providing it Is datarmined that
olher safeguards provide sufiiclent protection to the patients, (See Instructions,) Excapt for nursing hames, the findings siated above are disclosabite 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and pisns of corraction arg disclozable 14
ddays following the dats theze documants-gre cim%valéie &u‘l&ﬁ féféﬁlty%f“?g teficlencles are cited, an approved plan of correction is requisite 1 continued
program participation, ; g o I L

FORM CMS-Z567(02-08) Previous Versions Obsolete M AR . @E?QMB;GOMTH Fagiity I£); 13G0O6T f continuation sheet Page 1 of 11
1k AU
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

corporate office ;12085362761 # 4/ 168

FENNELE GAeDisully
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (1) FROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13G0&7

{%2) MULTIPLE CONSTRUCTION
A BUILDING

B WING

(X3) DATE SURVEY
COMPLETED

G
02105/2009

NAME OF #ROVIDER OR SUPPLIER
PREFERRED COMMUNITY HOMES - COURTYARD

STREET ADDRESS, CITY, STATE, ZiP COLE
€15 BECOND AVENUE WEST

WENDELL, ID 83388

(Xa) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(BAGH DEFICIENGY MUST BE PREGEDED BY FLILL
REGLULATORY OR LSC MENTIFYING INFORMATION)

x; FROVIDER'S PLAN OF CORRECTION {%8)
PREFIX (EACH CORREQTIVE AQTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFGIENCGY)

W 148

'} When asked about the guardian rotification for

Continued From page 1
#*1.

The Adrministrator stated on 2/3/08 at 11:55 a.m,,
that she was currently investigating an allegation
related to staff verbally abusing Individuals #2 and
#3 and physically abusing individual #1. The
Adrministrator stated a staff person reported to her
the day before (on 2/2/09) that staff wers yeliing
at Individuals #2 and #3 and one staff hit
Individual #1. The Administrator stated the staff
person reported the alleged shuse oscurrad on
1129/08 and 1/30/06.

Individual #1, the Administrator stated on 2/5/09
at 10145 a.m,, Individual #1's guardian was nat
notified until the morning of 2/3/08. - '

2. Individual #3 was @ 15 year old male
diagnosed with profound mental retardation,

The "Parant Notification List" signed by Individual
#3's guardian, dated 7/14/05, documentad the
guardian wanted 1o be notified immediately (day
or night} regarding any investigation involving
Individuai #3.

The Administrator stated on 2/3/0¢ at 11:55 a.m,,
that she was currently investigating an allegation
related to staff verbally abusing Individuals #2 and
#3 and physically abusing Individual#1, The
Administrator stated a staff person reported to her
the day before (on 2/2/09) that staff were yelling
at Individuals #2 and #3 and one staff hit
Individual #1. The Administrator stated the staff
person raported the alleged abuse ecourrad on
1/29/09 and 1/30/09.

Whnan asked about the guardian notification for

W 148

FGRM OMS-2557(02-88) Pravious Verstons Obsolete Event iD 8ONMT14

Fatilty 10: 13G05T I contimusation sheet Page 2 of 11




corporate office ;12085362761 # 5/ 18

03-05-08,04: 56PM,
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FGRM APPROVED
_GENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NQ, 0838-0381
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
136057 = e 02105/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
615 SECOND AVENUE WEST
PREFERRED COMMUNITY HOMES - COURTYARD WENDELL, 1D 83285
(X4) I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF BORREGTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHQULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED 7O THE APPROPRIATE UATE
DEFICIENGY)
W 148 | Continued From page 2 W 148
Individual #3, the Adrinistrator stated on 2/5/09
at 10:46 a.m., individug! #3's guardian was not
notified untll the morning of 2/3/06.
The fzcility failed to ensure the guardians for
Individuals #1 and #3 were immediately notifled of
the investigation, :
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 148 W 149 483.420(d)(1) STAFF
CLIENTS TREATMENT OF CLIENTS
The facility must develop and implement written The facility's Abuse, Neglect,
policies and procedures that prohibit Mistreatment and injuries of an
mistreatment, negtect or abuse of the client. Unknown Source Policy, .
| - will be revised to add child protection
. : services and to include time frames. J
1 This STANDARD -is not met as evidenced by: Policies will be read and revisedas -
'| Based on review of the facility's policies and ~ needed to ensure the deficient will fiot
procedures, record review, and staff interview it «  TECUT. . ‘ :
was determined the facilily failed o adequately
develop policies necessary to protect individuals To be completed by the Regional
from abuse, neglect, and/or mistreatment for 5 of Administrator by 02/10/09.
5 individuals (Individuals #1, #3, and #5 - #7) who
were under the age of 18 and resided at the
facility, This resulied in the potential for
allegations of abuse, neglect, mistreatment
and/or injuries of unknown origin {o go unreporied
to the Child Proteation agency. The findings
nclude:
1. The faclity's Abuse, Neglect, Mistreatment
and Injuries of an Unknown Source poticy,
revised 10/2/08, did not nclude time frames or
the gonditions for reporting allegations of abuse,
negiect, mistreatment, and/or injurias of unknowrn
origin to the child protective agency. Further, the
policy did not include guidelines for reparting such
veeurrences to other officials including law
enforeement agencies in accordance with state
law.
FORM CMS-2867(02.08) Fravious Versions Obsolete Event ID: SOMT 1 Faclilty ID: 12G057 If continuatlon sheat Page 3 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

corporate office ;12085362761 # 7/ 18

PRINTELD:; Q272572008
FORM APPROVED
OMB NO. 0938-0361

STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIER/DLIA
AND PLAN OF CORRECTION IDENTIFIQATION NUMBER;

136057

{X2) MULTIPLE CONSTRUCTION -
A. BUILDING

B. WING

(%%) DATE SURVEY
COMPLETED

G
02/05/2009

NAME OF PROVIDER OR SUFPLIER

PREFERRED COMMUNITY HOMES - COURTYARD

BTREET ADDRESE, CITY, STATE, ZIF GODE
615 BECOND AVENUE WEST

WENDELL, 1D 83355

(A4} 1D
PREFIX
TAG

BUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

1+ PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX (BAGCH CORRECTIVE ACTION SHOULD BE SOMPLETION
ThG CROSE-REFERENCED 7O THE APPROPRIATE DaATE

DEFICIENGYY

W 153

W 154

“The Administrator stated on 2/3/09 at 11:55 a.m,,

| the day before (on 2/2/08) that staff were yelling

| When asked, the Administrator stated on 273/08

Continued From page 4

resuited in the potential for on-going abuse to
occur without appropriate corrective action being
taken, The findings include:

1. The fagility's Abuse, Neglect Mistreatrnent and
Injuries of an Unknown Source policy, updated
1072108, stated employees wers required to report
"any incidents or alleged incldents of abuse,
neglect, mistreatment” io the Administrator
imrediately,

that she was currently investigating an allagation
related to staff verbally abusing Individuals #2 and
#3 and physically abusing Individual#1, The
Administrator stated a staff person reported-to her

at Individuals #2 and #3 and one steff hit
individual #1. The Administrator stated the staff
person reported the allaged abuse occurred on
1729/08 and 1/30/08.

at 11:55 a.m. staff should have reported the
egllegation of abuse immediately to the
Admiristrator.

Additionally, & child protection worker arrived at
the fagility-on 2/4/09 at approximately 5:15 p.m.,
at whleh fime the Adminisiraior stated she had
net contacted Child Protaction.

The facility failed to ensure all allegations of
abuse were immediately reported to the
Administrator and the child protection agency,
483.420(d)(3) STAFF TREATMENT OF
GLIENTS

The facllity must have evidence that all alleged

W 153

W 154

FORM CMB-2567(0%-98) Previous Versions Obselete Evant tD: 50MT11

Facllity ID; 13G067 If continuation shent Page 5 of 11



_ 03-05-08;04: 58PM;
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES -

~corporate office 12085362761 # 6/ 18

FISINEELS UR/8D1EUUY
FORM APPROVED
OME NO. 0538-0391

STATEMENT OF DEFIQIENGIES ) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION ISENTIFICATION NUMBER:

136057

(X2} MULTIPLE CONSTRUCTION
&. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C

NAME OF PROVIDER OR SUPPLIER
PREFERRED COMMUNITY HOMES - COURTYARD

615 SECOND AVENUE WEST
WENDELL, ID 83355

STREET ADDRESS, GITY, STATE, ZIF CODE

_02/05/2009

(X4 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION X8
PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . CROSS-REFERENCED TO THE APPROFRIATE UAYE
' DEFICIENGY)

VW 148

W 153

Continued From page 3

An investigation report, dated 2/3/08, did not
include a referral to law enforeement or to the
child protection agency, A child protection worker
did arrive at the facility on 2/4/09 at approximately
8:15 p.m,, and af that time the Administrator
stated she had not called child protection as the
survey team had arrived on 2/3/09,

When asked during a foliow up interview on
2/11/08 at 9:31 a.m., the Administrator stated the
abuse poliey did rot include procedures to be
followed when an allegation of abuse was
received for Individuals under 18 years of age.

2. Refer to W153,
3. Refer to W1b4,

4. Referto W157,

483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facifity must ensure that all allegations of
mistreatrment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately t0 the administrator or to ofher
officials in accordance with State law through
established procedures,

This STANDARD is not met as evidenced by:
Based on review of the facility's policies and
procedures and staff interviews, it was
teterminad the facility failed to ensure all
allegations of abuse were immediately reported to
the administrator and to other officisls in
accordance with State faw for 3 of 7 individuals
(Individuals #1 - #3) residing in the facility, This

W 148

W 183

Tecur.

W 153 483.420(d){(2) STAFF
TREATMENT OF CLIENTS

In- service Training will occur monthly
on the Abuse Policy, staff will be
quizzed on the Abuse Policy. This will
happen in new staff orientation as well,
to make sure the deficient will not

To be completed by the Administrator,
& RSC by 02/10/09.

FORM CME-2667({02-89) Pravious Versleas Chsciste Evant i 20OMT1

Facillty IDx 136057

If continuation sheet Page 4 of 11



This STANDARD is not met as evidenced by:
Based on review of investigations and staff
interviews, it was determined the facility failed to
ensure all allegations of abuse were thoroughily
investigated for 3 of 3 individuals (Individuals #1 -
#3) for whom abuse was alleged and
investigated. This resulted in a lack of
information being available on which to base
appropriate corrective action, The findings
include:

An investigation, dated 2/3/08, documented a
staff member reported staff were yelling at
Individuals #1, #2 and #3. The staff member also
reported & staff slapped Individual #1 in the chest.
The investigation documented the alleged abuse
ocourred on 1/28/09 and 1/30/08,

The schedule for staff who worked on 1/29/08
and 1/30/0¢ documented no less than 7 direct
care staff worked on thosé days, - However, the
investigation report included only 3 hand writien
statements from direct care staff. The
investigation report stated 2 additional staff
provided verbal statements to the Administrator.
However, there was no evidence that written
statements were obtained to verify the verbal
statements made by the staff, Further, the
Investigation report did not contain evidense that
any Individuals were inferviewet,

When asked, the Administrator confirmed on
2/11/09 @i 3:00 p.m., she had 3 hand written
statements from direct care staff and had 2 verbal
staterments from direct care staff. The
Administrator stated she had interviewed

0G3-05-08,;04: b6RM; corporate office ;12085362761 # 8/ 18
' PRINTED: 02/25/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APRROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
BTATEMENT OF DERICIENGIES {%1) PROVIDER/SUPPLIERICLIA (%2) MULTIRLE CONSTRUCTION {X%) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
- A, BUILDING
C
B. WING
136057 02/06/2009
NAME OF PROVIDER OR 8UPPLIER BTREET ADDRESS, CITY, STATE, 2iF CODE
615 BECOND AVENUE WEST
PREFERRED COMMUNITY MOMES - COURTYARD WENDELL, ID 83355
{4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX ({EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRESTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
' DERCIENCY)
W 154 i
15 C.:ontalnued From page ‘ ' W 154 W 154 483.420(d)(3) STAFF
VIO|EfIOﬂS.EFE thcroughly investigated, TREATMENT OF CLIENTS

The Administrator will get written
statements from all employee's whom
are working during an investigation,
the Administrator will interview all
employee's involved, with a witness
present during the inierview process.
The RSC will be involved to double
check all of the investigation to ensure
the deficient will not recur.

To be completed by the Administrator,
& RSC by 03/10/09.

FORM CME-2567{52-80) Previnus Versions Obsglate

Event 1D BOMTH

Fagility 12 13G05Y

If continuation sheet Page 6 of 11
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' : ‘ FRIN LY Q2202008
DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NG DS38.0381

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLISRICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY

AND FLAN OF SORRECTION IDENTIFIGATION NUMBER: COMPLETED

A, BUILDING
c
B, WIN
13G057 © 02/0512009
NAME OF PROVIDER OR SUPPLIER ' BTREET ADDRESS, QITY, STATE, ZIP GODE
6§15 SECOND AVENUE WEST
PREFERRED € N "
ERR CMMUNITY HOMES » COURTYARD WENDELL, ID 85355 |
Hayin SUMMARY STATEMENT QF DEFIGIENCIES i) PROVIDER'S PLAN GF CORREDTION , )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE: ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
W 154 | Continued From page 6 W 154

individuals, however, she had not included the
information in the investigation repor,

The facility failed to ensure the allegation of
abuse was thoroughly investigated.

; W 157 483.420(d){4) STAYF
W 157 g&ﬁglé?éd)@} STAFF TREATMENT OF ‘ W 157 TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate Refer to W 153

sorrective action must be taken.

_This BTANDARD is not met as evidenced by:
Based on review of the faciiity's policies and
procedures, record review, and staff interviews it
was determined the facility falled to ensure ‘
appropriate corrsctive action was taken for3 6§ 3
individuals (Individual #1 - #£3) for whom an
investigation was completed and had the potential
to negatively impact all individuals residing at the
facility. This resulted in a lack of staff training
related to immediate reporting of potential abuse,
‘neglect, and mistreatment, The findings include: -

The facility's Abuse, Neglect, Mistreatment and
Injuries of an Unknown Bource policy, updated
208, stated employess ware required to report
“any incidents or alleged Incidents of abuse,
nieglect, mistreatment” to the Administrator
immediately.

The Administrator staied on 2/3/09 at 11:55 a.m.,
that she was currently investigating an allegation
related {o staff verbally abusing individuals #2 and
#3 and physically abusing Individual#1. The
Adminisirater stated a staff persan reporied to her
the day before (on 2/2/08) that staff were yelling
at Individuals #2 and #3 and one staf hit
Individual #1. The Administrator stated the staff

FORM CMS-2567(02-58) Pravious Vorsions Obsolate Evant ID BOMT1 Fachity Il 13G057 if continuation sheel Page 7 of 11
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' FRINTEL: 02/25/2009
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM Appﬁ%\,?g{)
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, (83R-0381
STATEMENT OF DEFICIENGIES {%4) PROVIDER/SURPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
' ‘ C
13G057 5 WING 02/05/2009
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
£15 SECOND AVENUE wWEST
F .
PREFERRED CONMMUNITY HOMES . COURTYARD WENDELL, ID 83385
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 19 . PROVIDER'S PLAN OF CORRECTION 8}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREPIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG RESULATORY OR LEG IDENTIEYING INEORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
GEFICIENCY) .
W 157 | Continued From page 7 W 157
person reported the alleged abuse occurred on
1729708 and 1/30/09.

On 2/5/09, the Administrator provided a copy of
the mvest:gatson to the survey team. The

‘| investigation showed the facllity's corrective
action was to counsel staff on "proper tone of
voica” and one staff was given a written warning
for inappropriate language. However, the
investigation did not include any corrective action
related to staffs failure to immediately

report 2l allegations of abuse fo the
Administrator,

When asked, on 2/5/08 at 11:05 a.m., the
Administrator stated she had greviously trained
staff numerous times on reporting immediately
and was unsure what more to do.

The facility failed to ensure corrective action was
taken to ensure all aiegations of abuse were

immediately io the Administrator, :
VWV 289 1 483.450(0)(4) MGMT OF INAPPROPRIATE W 289 W 289 483.450(b)(4) MGMT

CLIENT BEHAVIOR OF INAPPROPRIATE CLIENT

- ) BEHAVIOR
The use of systematic interventions to manage o

inappropriate client behavior must be

incarporated into the client's individual program For Behavior clients residing at

: ' : Courtyard whom require one on
f[-lg?sné :jrxb gggardanae with §483.440(c}(4) and (8) of one staffing, it will be written in
' the behavior plan, and the IPP,

as well as an instruction sheet in
- the front of there active treatment

This STANDARD is not met as evidenced by, book. This will be done with all clients
Based on observation, record review, and staff requiring one on one staffing to
interviews it was determined the facility falled to ensure the deficient will not recur.
ensure techniques used to manage inappropriate
behavior were incorporated into the program plan To be completed by the Administrator,
for 1 of 3 individuals {Individual #3) whose ‘ & AQMRP by 03/31/09
FORM CME-2567(D2-89) Provisus Varslons Obstiain Evant 1D: 90MTH Faciilty 1D: 135057 if sontinugtion sheet Page 8 of 19
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PRINTEL: 02/2572009
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {302 MULTIPLE SONSTRUGTION {X3) DATE SURVEY
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behavior nterverdions were reviewed, This
resulted in a behavior intervention being used
which was not Included in an individual's program
plan. The findings include:

1. Individual #3's 12/30/08 IPP stated he was an
18 year old male diagnosed with profound mental
retardation,

On 2/3/09 from 10:44 a.m. - 12:03 p.m., individual
#3 was noted o have a one to one staff with him.
During that time, the staff person read to him,
assisted him {0 use the bathroom, and assisted
him to prepare for lunch,

individual #3's IPP did not include information
related to his one to one staff, When asked, the
staff person warking with Individual #3 statad on
213109 at 11:35 a.m., there were no guidelines for
one to one staff, but that it generally meant staff
needed to stay within 5 fest of Individual #3 so he
could be seen at zil times,

When asked, a second staff assigned to
Individual #3 stated on 2/4/09 at 8192 a.m,, one to
one meant staff should be within arms length of
him at all times,

When asked, the QMRP stated during an
interview on 2/4/09 at 8:54 a,m., one to one for
individual #3 was not within arms lengthy; ong to
one for Individual #3 was "within line of sight,"
The QMRP stated that Individua) #3 had one to
one staffing because of his aggression and self
injurious behavior, Individual #3's Behavior
Intervention Plan, dated 7/1/08, defined
aggression as hitting, pinching, scratehing,
slapping and puliing halr, and seif injurious
behavior as hitting self, biting self, and banging
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his head. When asked the QMRP stated
guideiines for Individual #3's ong to one staff ware
not incorporated into his Behavior Intervention
Flan,
The facility failed o ensure individual #2's
Behavior intervention Plan incorporated the use
of one to one staffing.
W 881 483.450(1)(1) DRUG STORAGE AND W 381
RECORDKEEPING
W 381 483.460(D)(1)
The facliity must store drugs under proper DRUG STORAGE AND
conditions of security, RECORDKEEPING
- All meds will be destroyed

| This STANDARD s notmet as evidenced by:

when outdated, and all narc meds
Based on observation and staff interview, It was

will be kept under double lock,

1 determined the facility failed to ensure drugs were

stored secursly for 7 of 7 individuals (Individuals
#1 - #7) residing at the facility. This resulted in
controfled drugs not belng kept under a double
iock gystem. Findings inciude:

During an interview with the Administrator on
2/5/09 at 10045 a.m., 2 prescription botile was
noted {2 be siting on the window sill. The
prescription for Actamine/Codeins #3 was for an
individua! in anather facility owned by the same
company. '

The Nursing 2008 Drug Mandbaok stated
Actamine/Codelns #3 was a Schedule il
controlled substance,

When asked, during the above noted interview,
about the medication the Administrator stated the
madication should not have been uniocked in the
office but should have been locked in the sontre!
sount box,

The Administrator will check
on all narcotics daily upon rounds
to ensure the deficient will not recur.

To be completed by the Administrator
and LPN by 03/10/09.

3
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MMTTY 1.6.03.1 1.075.00 Profection from Abuse and MN&W? MM177 16.03.11.075.09 Protection
Restraint A
from abuse and Restraint
Protection from Abuse and Unwarranted ‘
Restraints, Each resident admitted to the acility Refer to W149, W153, W154, W157
must be protected from mental and physical
abuse, and free from chemical and physical
restraints except when authorized in writing by a o R,
physician for a specified period of time, or when RO R ETD
necessary in an emergency to protect the
resident from injury to himselforto others (See | |
also Subsection 075,10). MAR 19 700
This Rule is not met as evidenced by: '
Refar to W48, W153, W154 and W157,
FAGHITY STanNDARDS
MM197| 16.03.11,075.10(d) Written Plans MM197
o MM197 16.03.11. 075.10(d)
Is destribed in written plans that are kept on file Written Plans
in the facility; and
; . ' ; Refer t0 W289
This Rule is not met as evidenced by: cler to
Refer to W288.
MM231 16.03.11.080.03() Informed of Activities MM231
To be Informed of activities related to the resident MM231 16.03.11.080.03(a)
that may be of interest to them or of significant Informed of Activities
changes in the resident's condition; and
This Rule is not met as evidenced by: Refer W289
Refer to W148,
MM419 16.03.11.120.06(b) Medlcal Supplies and MM419
Equipment MMA419 16.03.11.120.06(b)
o . Medical Supplies and Equipment
The facility must provide safe and adequate
storage of medical supplies and equip a space Refer to W381
appropriate for the preparation of medications.
Thig Rule is not met as evidenced by
Bureau of Facility Stancards
TITLE (X8) DATE

LABDRATORY DIREGTOR'S DR PROVIDERIEUFPPLIER REPRESENTATIVE'S SIGNATURE

N

bdmin Sllq

STATE FORM

1)

OMTN

(onginan

i continuation sheet 1 6f 2




03-05-08;04: b6PM;

corporate office 12085362761

# 15/ 18

PRINTED, 02/25/2008

FORM APPROVED
__Bureau of Fagllity Standards
STATEMENT OF DEFICIENCIES ¥4} R ERISUPPLIERIGLIA w3y MULTIE HUGTION (%3} DATE SURVEY
AND FLAN OF GORREGTION K DB B PPLIER CLIS ®2) LE GONSTRUGTIO COMPLETED
A. BUILDING
B, WING
13G057 02/05/2008
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
615 SECOND AVENUE WEST
PREFERRED COMMUNITY HOMES - COURTY/ | weNDELL. ID' 83355
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG amsa-REFEaamgg% 10 g%a APPROPRIATE DATE
B

MM418) Continued From page 1
Refer to W381,

MhAtd18

Blresn of Facity Siandars

STATE FORM

aEaw SOMTY1 H gontinuetion shest 2 6f2



IDAHO DEPARTMENT O

HEALTH « WELFARE @%

C.L. "BUTCH" OTTER - Govemer DEBRA RANSOM, RN RH.LT,, Chief
RICHARD M. ARMSTRCNG - Dirgctor BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.O. Box §3720

Boise, ID §3720-0036

PHONE 208-334-6626

FAX 208-364-1838

February 26, 2009

Teresa Carpenter

Preferred Community Homes - Courtyard
615 Second Avenue West

Wendell, ID 83355

Provider #13G057
Dear Ms. Carpenter:

On February 5, 2009, a complaint survey was conducted at Preferred Community Homes -
Courtyard. The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00003972
Allegation: Individuals are being abused by staff.

Findings: An unannounced on-site investigation was conducted on 2/3/09 - 2/5/09. During
that time, observations and interviews were conducted with facility staff, school
personnel, guardians, and individuals. The facility's incident/accident reports,
investigations, and individuals' records were reviewed with the following results:

Observations were conducted in the facility on 2/3/09 and 2/4/09 for a cumulative 3
hours 58 minutes. During that time, staff were noted to interact appropriately with
the individuals.

During the course of the investigation, no less than 11 direct care staff were
interviewed. All of the staff reported they had not witnessed any abuse to the
individuals. One staff stated they needed to be "firm sometimes, but that there is a
big difference between firm and yelling" with the individuals. No less than four
school staff were interviewed. One of the four school staff stated it was felt the
facility did not allow the individuals "to be kids." Two guardians were interviewed.
Both guardians reported they had not witnessed any abuse to the individuals.



Teresa Carpenter
February 26, 2009

Page 2 of 3

One individual was interviewed. The individual reported staff "yelled" at another
individual when that individual ran away.

The Administrator stated on 2/3/09 at 11:55 a.m., that she was currently investigating
an allegation related to staff verbally abusing two individuals and physically abusing
a third individual. The Administrator stated a staff person reported the allegation to
her on 2/2/09 and that the alleged abuse occurred on 1/29/09 and 1/30/09.

The facility's Abuse, Neglect, Mistreatment and Injuries of an Unknown Source
policy, dated 10/2/08, stated employees were required to report "any incidents or
alleged incidents of abuse, neglect, mistreatment” immediately to the Administrator.
When asked, the Administrator stated on 2/3/09 at 11:55 a.m. the allegation was
reported to her on 2/2/09 but should have been reported immediately. Further, the
facility's Abuse, Neglect, Mistreatment and Injuries of an Unknown Source policy did
not include procedures related to notification of the child protection agency. The
Administrator stated Child Protection was not notified.

Therefore, deficient practice was identified and cited at W149 and W153 as they
related to all allegations of abuse being immediately reported to the Administrator
and the Child Protection agency as required by state law.

The three individuals' alleged to have been abused Parent Notification List forms
were reviewed. Two of the three forms showed individuals' guardians wanted to be
immediately notified of any investigation involving the individual. When asked, the
Administrator stated on 2/5/09 at 10:45 a.m., guardians were not notified until the
morning of 2/3/09.

Therefore, deficient practice was identified and cited at W148 related to prompt
guardian notification.

The investigation report, dated 2/3/09, included three hand written statements from
direct care staff. However, the as-worked schedule for 1/29/09 and 1/30/09 showed
no less than 7 direct care staff worked. The investigation report stated two additional
staff provided verbal statements to the Administrator but there was no evidence that
written statements were obtained to verify the verbal statements. Further, there was
no evidence that any individuals residing in the facility were interviewed. When
asked, the Administrator stated on 2/11/09 at 3:00 p.m., no other statements were
obtained and individuals residing in the facility were interviewed but the information
was not included in the investigation report.

Therefore, deficient practice was identified and cited at W154 as it related to
thorough investigations.
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February 26, 2009
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Additionally, the 2/3/09 investigation report did not address staff's failure to
immediately report all allegations of abuse to the Administrator or contain any
corrective action related to staff's failure to immediately report allegations of abuse.

Therefore, deficient practice was identified and cited at W157 as it related to
appropriate corrective action.

In sum, due to the lack of sufficient evidence, the allegation was unsubstantiated.
However, deficient practice was identified and cited at W148, W149, W153, W154,
and W157.

Conclusion: Unsubstantiated. Lack of sufficient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was addressed in the Plan
of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation,

Sincerely, /
w{% O @% M

SHERRI CASE NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

SC/mlw
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C.l.. "BUTCH" OTTER - Governor DEBRA RANSOM, RN, RH.LT,, Chief
RICHARD M. ARMSTRONG - Direstor BUREAU OF FACHLITY STANDARDS
3232 Elder Street

P.0. Box 83720

Boise, ID 83720-0038

PHONE 208-334-6626

FAX 208-364-1688

February 26, 2009

Teresa Carpenter

Preferred Community Homes - Courtyard
615 Second Avenue West

Wendell, ID 83355

Provider #13G057
Dear Ms. Carpenter:

On February 5, 2009, a complaint survey was conducted at Preferred Community Homes -
Courtyard. The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00003973
Allegation: Individuals are being abused by staff.

Findings: An unannounced on-site investigation was conducted on 2/3/09 - 2/5/09. During
that time, observations and interviews were conducted with facility staff, school
personnel, guardians, and individuals. The facility's incident/accident reports,
investigations, and individuals' records were reviewed with the following results:

Observations were conducted in the facility on 2/3/09 and 2/4/09 for a cumulative 3
hours 58 minutes. During that time, staff were noted to interact appropriately with
the individuals.

During the course of the investigation, no less than 11 direct care staff were
interviewed. All of the staff reported they had not witnessed any abuse to the
individuals. One staff stated they needed to be "firm sometimes, but that there is a
big difference between firm and yelling" with the individuals. No less than four
school staff were interviewed. One of the four school staff stated it was felt the
facility did not allow the individuals "to be kids." Two guardians were interviewed.
Both guardians reported they had not witnessed any abuse to the individuals.
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One individual was interviewed. The individual reported staff "yelled" at another
individual when that individual ran away.

The Administrator stated on 2/3/09 at 11:55 a.m., that she was currently investigating
an allegation related to staff verbally abusing two individuals and physically abusing
a third individual. The Administrator stated a staff person reported the allegation to
her on 2/2/09 and that the alleged abuse occurred on 1/29/09 and 1/30/09.

The facility's Abuse, Neglect, Mistreatment and Injuries of an Unknown Source
policy, dated 10/2/08, stated employees were required to report "any incidents or
alleged incidents of abuse, neglect, mistreatment" immediately to the Administrator.
When asked, the Administrator stated on 2/3/09 at 11:55 a.m. the allegation was
reported to her on 2/2/09 but should have been reported immediately. Further, the
facility's Abuse, Neglect, Mistreatment and Injuries of an Unknown Source policy did
not include procedures related to notification of the child protection agency. The
Administrator stated Child Protection was not notified.

Therefore, deficient practice was identified and cited at W149 and W153 as they
related to all allegations of abuse being immediately reported to the Administrator
and the Child Protection agency as required by state law.

The three individuals' alleged to have been abused Parent Notification List forms
were reviewed. Two of the three forms showed individuals' guardians wanted to be
immediately notified of any investigation involving the individual. When asked, the
Administrator stated on 2/5/09 at 10:45 a.m., guardians were not notified until the
morning of 2/3/09,

Therefore, deficient practice was identified and cited at W148 related to prompt
guardian notification.

The investigation report, dated 2/3/09, included three hand written statements from
direct care staff. However, the as-worked schedule for 1/29/09 and 1/30/09 showed
no less than 7 direct care staff worked. The investigation report stated two additional
staff provided verbal statements to the Administrator but there was no evidence that
written statements were obtained to verify the verbal statements. Further, there was
no evidence that any individuals residing in the facility were interviewed. When
asked, the Administrator stated on 2/11/09 at 3:00 p.m., no other statements were
obtained and individuals residing in the facility were interviewed but the information
was not included in the investigation report.

Therefore, deficient practice was identified and cited at W154 as it related to
thorough investigations.
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Further, the 2/3/09 investigation report did not address staff's failure to immediately
report all allegations of abuse to the Administrator or contain any corrective action
related to staff's failure to immediately report allegations of abuse.

Therefore, deficient practice was identified and cited at W157 as it related to
appropriate corrective action.

In sum, due to the lack of sufficient evidence, the allegation was unsubstantiated.
However, deficient practice was identified and cited at W148, W149, W153, W134,
and W157.

Conclusion: Unsubstantiated. Lack of sufficient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was addressed in the Plan
of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)

334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.

S I 7 A

SHERRI CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

SC/mlw
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